Paraduodenal hernia is a rare congenital anomaly; however, it is the most common cause of internal herniation. Clinical findings are often indeterminate. Computerized tomography is usually diagnostic; however, the diagnosis is often made intra-operatively. Paraduodenal hernia carries a risk of incarceration leading to bowel obstruction and strangulation; therefore, it should be repaired surgically when diagnosed. Here we present a case of left PDH that was diagnosed preoperatively and repaired laparoscopically.
and right. In 1923, Andrews first described the basis of the embryogenic origin of right PDH as a result of defective or incomplete midgut rotation. A clear description of the mechanism of left PDH as a fusion defect between the left mesocolon and the mesentery of the duodenum was provided by Callander in 1935 (6) . In the present case, the bowels were observed to have completed their rotation; therefore, it was thought that the left PDH was due to a fusion defect. 25% of PDHs develop on the right side of Treitz's ligament and involve the mesentericoparietal fossa (Waldeyer's fossa). Approximately 75% occur on the left and involve the paraduodenal fossa (Landzert's fossa). The Landzert's fossa is situated immediately lateral to the ascending duodenum, posterior to the inferior mesenteric vein (IMV) and the ascending branch of the left colic artery, directly beneath the posterior parietal peritoneum. Left PDH extends in a retrocolic fashion into the left portion of the transverse mesocolon and the descending mesocolon (7) ( Figure  3) . PDH can present at any age but is usually seen between the 4 th and 6 th decades of life (mean age 38.5 years). Males are affected three times more than females (4, 6) .
Paraduodenal hernias can be asymptomatic and can be found by laparotomy or autopsy (8) . Symptomatic presentation can range from intermittent and mild digestive complaints to acute intestinal obstruction. Complaints are usually relieved by changes in position. Symptoms are often postprandial (especially after a large meal), and pain may be relieved when the patient lies supine (4, 8) . In this case, the patient had colic and postprandial growing pain for a long time; however, it is notable that the pain was relieved in the left lateral supine position. Symptoms such as postprandial abdominal pain, nausea, and vomiting can lead the physician to misdiagnose PDH as biliary disease and peptic ulcer (4). Due to its nonspecific symptoms, PDH can even be misinterpreted as FMF in countries such as Turkey, which contains a large proportion of patients who suffer from FMF (9).
There is no specific physical examination finding for left PDH. However, it can be felt as a palpable mass in the left upper quadrant. Correct preoperative diagnosis of PDH is difficult and can only be made radiologically. In abdominal plain radiographs or gastrointestinal contrast studies, left PDH presents as an encapsulated circumscribed mass of a few intestinal loops in the left upper quadrant, lateral to the fourth part of the duodenum. The first diagnosis of an internal hernia by CT was presented by Harbin in 1982 (10) . Abdominal CT is the gold standard to provide a correct diagnosis; the CT findings for a left PDH may show entrapped intestinal loops with the appearance of a smooth encapsulated border, called Donnelly's border, between the stomach and pancreas (5, 11) . In this case, CT was ordered after vague air-fluid levels and a masslike lesion were detected in the left quadrants on plain x-ray. As classic CT findings were observed, a definitive diagnosis was made preoperatively.
Paraduodenal hernia carries an approximately 50% lifetime risk of incarceration, leading to bowel obstruction and strangulation; therefore, it should be repaired surgically when diagnosed (4, 8) necessary in the case of nonviable segments, and repair of the defect by either closure or wide opening of the hernia orifice so the hernia sac becomes a part of the general peritoneal cavity (2, 7). Left PDH can usually be reduced easily. The closure of the hernia orifice with sutures is sufficient. If reduction is difficult, widening of the hernia orifice by an incision along an avascular plane of the descending mesocolon or division of the IMV is performed (2) . Excision of the hernia sac is generally not mandatory. Recurrent cases can be repaired with a mesh (3) . In this case, because the left PDH was easily reduced, expansion of the hernia sac and IMV scarification were not necessary. Primary closure of the hernia orifice was sufficient.
There are many reports in the literature of left PDH, although the total number of reported cases is less than 500 (12) . The approach of minimally invasive techniques for hernia is relatively new; the first successful laparoscopic repair of PDH was reported by Uematsu in 1998 (7). Since then, several successful laparoscopic PDH repairs have been reported in various countries. After searching the national and international literature, we found 22 cases related to adult PDH in Turkey (9, (13) (14) (15) (16) (17) (18) (19) (20) (21) (22) (23) (24) (25) (26) (27) (28) (29) (30) . This is summarized in the Table 1 . This is the first case report of laparoscopically repaired PDH from Turkey. Öztaş et al. (29) preoperatively diagnosed a case by CT and began laparoscopic surgery; however, the operation was converted to open surgery.
Early and correct preoperative diagnosis may play an important role in determining the surgical strategy. In the present case, preoperative diagnosis and no ischemic sign in the CT findings enabled us to decide on a laparoscopic surgery approach. The major benefits of laparoscopic surgery can be cited as less postoperative pain, short hospital stay, and early return to normal activity.
CONCLUSION
Paraduodenal hernia is very rare, and preoperative diagnosis is difficult because there are no specific symptoms or physical examination findings. CT is the gold standard for preoperative diagnosis. Laparoscopic surgery is technically easy and may be the best surgical method for left PDHs without bowel necrosis.
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